We're not withholding information. There are no details.
It has been well documented in both in medical and lay press that significant morbidity and mortality in North American hospitals is due to medical error [1] . A component of this hopefully small, it can be argued, is due to inadequate or misleading radiology reports. An important contributor to the genesis of inadequate/disappointing/erroneous consultations is secondary to misleading or sparse information provided to the radiologist. Poor quality information may lead to suboptimal protocoling of studies, as well as misinterpretation or nondetection of important findings. It has been shown that good quality histories improve the accuracy of interpretation of studies, particularly in the hands of less experienced interpreters by improving detection of abnormalities [2e5].
There are a variety of reasons why important information does not reach the radiologist. At times, the referring clinician simply does not provide it or provides inaccurate or uninterpretable history. In a modern hospital, a new phenomenon has appeared whereby a physician orders a study, providing history or important clinical information, which is then subsequently transcribed by clerks or secretaries into the electronic ordering system. The transition from what the physician ordered to what ends up being conveyed to the radiologist through the electronic system has been shown to often undergo significant degradation. This discrepant transmission of information can sometimes be of great clinical significance [3, 6] .
Some of these discrepant histories can be merely interesting. I can well remember reading one history that stated, ''? cup of tea in uterus.'' Interestingdbut what was really being asked was a copper T intrauterine device in position. Other histories are sometimes obscured by complex acronyms that may well mean a great deal to a subspecialized surgeon but may be incomprehensible to a radiologist who does not deal with them regularly. Some histories are too vague or inappropriate. An abdominal radiograph with a history of ''cystoscopy'' is unhelpful. Is the concern that the patient has ileus? Was it a difficult cystoscopy and there is concern about perforation? Retained instruments? At times, if we have previous studies or a chart available, and time permits, we can play Sherlock Holmes and try to discern what question actually requires an answer on the part of the referring physician. At times, the clerks or secretaries are not provided with a history and, although electronic ordering systems insist that a history be entered, the best that is provided is an admitting diagnosis. Hence we end up with histories of ''brain tumour'' with a radiograph of the abdomen or shoulder being submitted.
In certain environments, it is easy to get ancillary history. For instance, if you are a radiologist sitting in the emergency room, it can be quite a simple matter to ask the emergency room physician what it is he or she is looking for. Unfortunately though may take considerable additional effort (which may well be warranted in the case of cross-sectional imaging studies or interventional procedures) but it is difficult to chase down every incomplete history in the large list of radiograph requests.
What is the ultimate solution to this? There is no simple answer. Ideally, if all physician requests could be done using voice recognition by physicians themselves and physicians could provide a short, pertinent history then accurate information could be rapidly conveyed directly to the radiologist. This would probably go a long way in solving this ongoing, exasperating, and, at times, potentially dangerous inefficiency that pretty much all of us encounter regularly in our practices.
